Flying by Concorde SIR,-My attention has been drawn to the letter by Dr. J. F. Loutit (4 January, p. 50) that indicates the possible hazards to crew and passengers of high altitude flight in the Concorde. Dr. Loutit is, of course, quite right in making the point that few of us will be involved in advice on deep space voyages, but that a great many doctors will almost certainly be involved in advice to passengers when the Concorde comes into airline service, -as at presently in advice to subsonic passengers.
Dr. Loutit is perfectly correct in drawing attention to the fact that particle flux will increase within minutes (4 to 10 minutes) in the case of a solar flare.' One assumes that in stating that these flares may take about a day to reach our neighbourhood (21 December, p. 719) you were in fact thinking about the magnetic storm effects that do take many hours to build up in the vicinity of the earth following the arrival of particles from solar flares within minutes.
The British Aircraft Corporation Limited have always adopted a responsible attitude towards the possible effects of The only possible hazard that can occur is that of the giant flare which may happen perhaps once or twice during an 11-year period (report of I.C.R.P. Task Group). Relatively much less hazardous events may occur pessimistically three to four times a year during the height of the solar cycle. To this end Concorde has always been designed to carry a radiation meter that will give adequate warning to the crew in the event of sudden increasing radiation, this meter being connected to the master warning system of the aircraft and calibrated to indicate " an alert " level of 10 m.rem/hour and an " action " level of 100 m.rem/hour, when it will be mandatory upon the crew to descend to a safe altitude, which can be taken as 45,000 ft. (15,000 m.).
Having established a "warning system" and a code of conduct on the part of the crew, there is still the problem of passenger reaction to either alarming rates of descent, change of (Figure x 285) .
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There is a voluminous literature which shows that the levels in the blood of cholesterol and the other fats concerned are raised by stress, which, as well as apprehension and emotional stress, includes physical stress caused by trauma, surgery, or severe illness. Such stress was present in the cases quoted and is certainly present in our short-term examples of major surgery followed by terminal illness. This presence of a raised level of cholesterol in the blood would thus seem to be one of the contributory factors. It seems most probable, therefore, that in many instances transient surface deposits of the fats are formed, but that in cases of prolonged stress sufficient fats may be deposited to penetrate the structure of the ball and alter its properties. The distribution of cholesterol deposits in the body suggests that another contributory factor is a locally high oxygen tension. In the arterial system most cholesterol deposits are found in the aorta and adjoining arteries, while in the skeletal system only damaged pneumatized bones are affected.2'
The combination of a raised blood chollesterol and a high oxygen tension cannot, however, be the whole answer. Traumatic Oedema of the Spinal Cord SIR,-In dislocations of the cervical spine, even where the cord is not transected, neurological signs of damage frequently appear and progress as oedema occurs in the traumatized area of spinal cord. This oedema leads to ischalemia, and if prolonged to a degree of permanent cord damage.
The use of hypertonic solutions is almost taken for granted in the treatment of cerebral oledema, but is not emphasized in the treatment of the damaged spinal cord. The use of intravenous mannitol infusion in the acute treatment of traumatic paraplegia may produce gratifying results, but obviously early treatment is essential.
A 29-year-old man was brought to casualty, having been found by the police lying unconscious on the ground below the roof of a jeweller's premises. He regained consciousness, and because he developed seesaw respiration with indrawing of the intercostals the anaesthetist was sent for to discuss his respiratory obstruction. X-ray confirmed the clinical diagnosis of dislocated cervical spine, which rapidly became more obvious as quadriplegia with anaesthesia developed.
Mannitol 20 g. was given rapidly intravenously in 200% solution, which elicited a complaint of pain in his other arm. This was the initial return of his sensation, which continued to improve. His cervical dislocation was then reduced under inhalational anaesthesia induced while head halter traction was applied. Cricoid pressure was used to forestall oesophageal regurgitation, and in this situation assisted reduction of the dislocation. Intubation was avoided, as experience with a previous case had shown the difficulty of intubating the larynx while head halter traction is maintained.
His subsequent recovery was complete, and he was discharged fit to return to his occupation.
I feel that the improvement in this man's condition appearing within minutes of starting the mannitol infusion cannot be discounted. Delay would obviously increase the degree, extent, and duration of consequent ischaemia, with irreversible neuroogical damage. I 
